INTRODUCTION
Mesenteric panniculitis (MP) is non-specific inflammation of the adipose tissue in the intestinal mesentery. 1 The precise cause and mechanism of the disease is not fully understood but an underlying malignancy or previous surgery has been suggested as a contributing factor. 1, 2 The symptoms and signs of MP vary from asymptomatic to abdominal pain, anorexia, nausea, pyrexia, diarrhea, weight loss, a palpable mass, rectal bleeding, jaundice, and gastric outlet obstruction. [1] [2] [3] MP primarily involves the small bowel mesentery, which accounts for 90% of cases 4 but other areas include the sigmoid mesentery, peripancreatic region, omentum, retroperitoneum, and pelvis. Among these, omental involvement, known as omental panniculitis, is very rare, and only five cases have been reported in the English literature. [5] [6] [7] [8] [9] Invasive methods, such as laparotomy or percutaneous CT-guided biopsy, were performed for the diagnosis in all five cases. However, all five cases showed a benign course and had characteristic CT features. Therefore it is important to understand the CT findings of this condition for a proper diagnosis and to prevent unnecessary invasive procedures. In this report, we present a case of idiopathic isolated perigastric omental panniculitis diagnosed with a CT scan and its complete resolution by non-steroidal anti-inflammatory drug (NSAID) therapy.
CASE REPORT
A 25 years old female presented with nausea and epigastric pain for the past 3 days. She had no medical history. The epigastric pain was moderate in intensity and was aggravated by motion. The vital signs were stable. A physical examination revealed that the patient was in acute distress and had focal tenderness across the epigastrium on palpation. Laboratory testing, including a complete blood count, liver function tests, and serum electrolytes were within normal ranges; however, a mildly elevated erythrocyte sedimentation rate (ESR) of 25 cm/hr was noted. Esophagogastroduodenoscopy showed minimal changes of reflux esophagitis and acute erythematous gastritis. An abdominopelvic CT scan revealed a fat attenuated lesion around the gastric lesser curvature with peri-lesional infiltration (Fig. 1 ). Based on these CT imaging features, she was diagnosed with isolated-omental panniculitis around the gastric lesser curvature side. We performed additional tests, such as anti-nuclear antigen, rheumatoid factor, lupus anti-coagulant, and coagulation factors, to determine the underlying cause, but all results were within normal limits. The patient was started on 200 mg ibuprofen three times/day. Her epigastric pain and nausea decreased gradually in frequency and intensity. The patient's pain disappeared completely within 4 weeks. A 2-month follow-up CT scan revealed no previous fatty infiltrative lesion (Fig. 2) . Thus, no further treatment was necessary.
DISCUSSION
The prevalence of MP in earlier studies was 0.6%, 1 but use of CT imaging has increased and more recent studies have reported a prevalence as high as 7.83%. 10 MP rarely involves the omentum. Five cases have been reported; three involved the greater omentum, 6, 8, 9 one involved both the greater omentum and mesentery, 7 and one involved the lesser omentum. 5 Four of these cases were diagnosed during a laparotomy [5] [6] [7] [8] and one by percutaneous CT-guided biopsy. 9 Three cases underwent surgical resection 5, 6, 8 and the others received conservative treatment. 7, 9 The precise cause of MP is unknown. An association between MP and intra-abdominal malignancy had been suggested in some studies. 1, 10 In contrast, one prospective study investigating 613 patients imaged with abdominal multi-detector (MD) CT reported that the general prevalence of MP does not significantly differ in "neoplastic" and "non-neoplastic" groups of patients. They concluded that the value of MP in terms of predicting an associated neoplasm is probably not relevant. 10 However, clinicians should consider the possibility of an intra-abdominal malignancy in a case of MP. All six cases of omental panniculitis, including our case, were not related to a neoplastic condition. The symptoms and signs of MP vary from asymptomatic to abdominal pain, anorexia, nausea, pyrexia, diarrhea, weight loss, a palpable mass, rectal bleeding, jaundice, and gastric outlet obstruction. 2, 3, 11 Among all six cases including the present case, five were idiopathic with a short history of symptoms over 3∼7 days. 5, 6, 8, 9 The sixth case was caused by a delayed-type hypersensitivity reaction due to paroxetin and had a 4-month history of various symptoms including weight loss. 7 Laboratory find-ings are generally nonspecific in patients with MP but an elevated ESR, neutrophilia, and anemia have been observed. 12, 13 Patients with MP have a benign course, and follow-up studies have shown good stability of the CT findings in about 85% of MP cases. 10, 14 CT findings of MP can provide clues for diagnosing the disease. Coulier described typical signs of MP on CT as a well-defined "mass effect" on neighboring structures, mesenteric fat tissue of inhomogeneous higher attenuation than adjacent abdominal fat, small soft tissue nodules, nodules surrounded by a hypoattenuated fatty halo (halo sign), a hyperattenuating pseudocapsule surrounding the mesenteric fat tissue. 10 The last two signs are not constant but are very specific for the MP diagnosis and are not usually reported for other mesenteric diseases, such as lymphoma, liposarcoma, lipoma, or mesenteric carcinomatosis. 1, 10, 15 Omental panniculitis has no specific imaging findings compared with those of MP, except the location. Among the six cases, including our case, five patients presented with a high attenuation fatty lesion compatible with the diagnosis of omental panniculitis. Only one case of a drug hypersensitivity reaction was manifested as diffuse omental and mesenteric fat infiltration due to massive infiltrates composed predominantly of eosinophils and mononuclear cells along with evolving fibrosis. 7 MP has been confirmed previously by a pathological examination. However, recent technical advances in MDCT distinguish MP from mesenteric tumoral involvement. In addition, positron emission tomography/CT enhances diagnostic accuracy to discriminate malignancies. 10 If a CT scan presents features, such as soft nodules ＞10 mm in diameter, retroperitoneal extension, vessel displacement, invasion of the bowel, or an increase in the size of the nodules on a follow-up CT, a biopsy should be performed to exclude malignancy. 16 In our case, panniculitis was diagnosed based on CT findings. Although the peri-gastric location of the lesion was unusual, a biopsy was not performed because no evidence of intra-abdominal malignancy was detected on CT or endoscopy. The lesion disappeared completely on a follow-up CT after NSAID treatment.
Treatment for MP is considered in symptomatic patients, but no consensus exists for the treatment. 14 Various medications, including steroids, colchicine, azathioprine, tamoxifen, antibiotics, anti-emetics, or radiotherapy can be beneficial 17, 18 A surgical option can be considered if medical therapy fails to achieve pain relief or in cases of an inflammatory bowel obstruction or perforation. 19 If a young patient with MP has no vasculitis and has no evidence of malignancy on a CT scan, such as in our case, conservative treatment may be sufficient. To conclude, despite the low prevalence, omental panniculitis can be diagnosed based on characteristic CT features. Considering the benign nature of omental panniculitis, awareness of CT findings is essential for an optimal diagnosis and preventing an unnecessary biopsy.
